Introduction
The outcome of infants with low birth weight or short gestation has been of great interest in paediatric research. The growth of such infants has received less attention than the neurodevelopmental outcome. Most studies have been reports on selected patients of large perinatal units rather than population studies. The study patients have mostly been selected according to birth weight rather than gestational age. The purpose of the present study is to investigate whether and how the somatic growth of a regional birth cohort of unselected preterm infants differs from that of their term peers with uncomplicated course of pregnancy, labour, delivery and neonatal period. 
Curriculum vitae

Study population and methods
All infants born in the region of the University Central Hospital of Turku (UCHT) in 1. 6.1981 -31. 5. 1982 , whose parents were permanently resident in the region of UCHT, were enrolled into the follow-up study. UCHT serves a population of about 460000 people. About 5500 births are annually given in the region of UCHT: half of the deliveries take place at UCHT and another half at eight community hospitals with 200 -900 annual deliveries. The high-risk mothers are selected to deliver at UCHT, but the university maternity unit serves some unselected mothers as well. The only tertiary neonatal unit is located at UCHT. Maternity clinics at the primary level take care of the mothers-to-be with 13 visits on average per pregnancy and a complicance of 99 per cent [10] .
The gestational ages of the newborns were assessed according to the last menstrual period of the mother, prenatal ultrasound screenings when available and a scoring system presented by Parkin et al. [12] . If there was discrepancy between the gestational ages defined by these methods the Dubowitz [4] method was applied. The clinical assessment of gestational age was done by paediatricians who examined the newborns at least twice during their stay at the nursery. Newborn infants with gestational ages of less than 37 completed weeks were defined as preterm. The infants with birth weights below the 10th percentile in a fetal growth chart based on the present material accomplished with regional material from the last five years were defined as small-for-gestational age (SGA) and the rest as appropriate-for-gestational age (AGA). The reason for not using some of the internationally acknowledged intrauterine growth charts was the fact that newborn babies in southwestern Finland with a mean birth weight of 3520 ± 559 g are heavier for gestational age than these growth charts indicate [13] .
Apgar scores were recorded at one, five and fifteen minutes of life. The diagnosis and management of respiratory distress syndrome (RDS) was based on generally accepted principles [15, 16] .
A total of 351 infants were born before 37 completed weeks of gestation. Eighteen of them died before the age of two years. Eight infants could not be traced for the follow-up. The pre-term infants were divided into subgroups according to gestational age (33 -36 weeks, < 33 weeks), birth weight (> 2000 grams, < 2000 grams), the relation of the birth weight to the gestational age (AGA, SGA) and the severity of RDS (none or mild, moderate or severe). Term AGA infants with an uncomplicated course of pregnancy, labour, delivery and neonatal period were selected from the rest of the cohort to serve as the control group. The numbers of the infants who survived in the different groups and the medians with the 10th and 90th percentiles of birth weights, heights and head circumferences and shown in table I.
The follow-up examinations with measurements of weight, height, head and thorax circumferences occurred at the well-baby clinics run by public health nurses and health centre physicians at three, six, eighteen and twenty-four months of conceptional age. The measurements were done in a standardized manner and the data were gathered on forms distributed in advance for the well-baby clinics.
The Kruskal-Wallis test and Mann-Whitney test with Bonferroni correction were applied in the comparisons between the measures obtained in the different groups. The BMDP statistical software was used in the analyses [5] .
Results
The growth curves in weight, height and head circumferences of the preterm infants with gestational ages of 33 -36 weeks and < 33 weeks as well as the control infants are presented in figures 1 -3. The numerical values of the respective twoyear measures are displayed in Table II . Between the preterm groups there were no significant differences in any measure even if there was a difference of 600 g between the weight medians of the preterm groups. The pre-term SGA infants remained smaller than the pre-term AGA and the control infants in all measures throughout their first two years of life (figures 4-6). At two years of age the median weight of the preterm SGA infants remained 1.8 kg, the median height 3 cm and the median head circumference 1 cm lower than those of the control infants (table II) . In all measures the differences between the preterm SGA and AGA infants were significant (p < 0.001).
The preterm infants with birth weights of 2000 g or more did not significantly differ in any measure from the control infants at two years of age, whereas the preterm infants with birth weights of less than 2000 g remained smaller than the control infants as well as the pre-term infants with birth weights of 2000 g or more in all measures (table  II) .
Moderate or severe RDS seemed to have no impact on the growth of those preterm infants who suffered from the disease. Significant differences between the preterm infants with no or mild RDS and the control infants were seen in all measures at two years of age (table II) .
Discussion
In the present study the growth of most preterm infants was satisfactory. The small number of infants with very low gestational ages or birth weights may have contributed to this result, as such infants have been reported to remain lighter and shorter than term infants [7, 11, 14] . Forslund and Bjerre [8] reported no differences in weight and height between pre-term infants at 18 months of conceptional age and full-term control infants. The catch-up growth was seen by three months of conceptional age.
Fetal growth retardation clearly predicted later growth. The AGA preterm infants were comparable with their full-term peers in all measures at two years, whereas the SGA infants remained smaller than the controls in all measures despite the catch-up growth during the first months of life, as reported previously [9] . In Bjerre's [2] report concerning Swedish low birth weight children the SGA children were significantly shorter and their osseous maturation was less advanced than that of the AGA children regardless of gestational age or birth weight. Studies on growth of infants with very low birth weights [5, 6, 11, 14] indicate that small premature infants free of severe disease regain their birth weights in 2 -3 weeks and eventually grow at the same rate as infants born at term. In the present study the preterm infants with birth weights below 2000 grams did not reach in growth their peers with birth weights of 2000 grams or more or the term infants. The SGA preterm infants had birthweights mostly below 2000 grams. This probably predicts the outcome rather than the birth weight alone.
Moderate or severe RDS did not seem to have any effect on later growth. Most of the preterm SGA infants belonged to the 'no or mild RDS'-group, which also explains the poorer growth of this group.
An AGA preterm infant free from neonatal disease is likely to reach normal weight, height, head and thorax circumference during early childhood. Birthweights rather than gestational age predicts postnatal growth. Fetal growth retardation may alter later growth potential, or genetic characteristics, malformation syndromes and eg. certain intrauterine infections may include diminished growth potential and thus predict both fetal and postnatal growth [1] . With advancing pre-and postnatal diagnostic facilities a fetus or newborn infant with growth retardation may be aetiologically defined and his/her growth prognosis as well as neurodevelopmental outcome more accurately estimated. Even though neurodevelopmental handicaps far more seriously impact the child's life than growth disturbance does, the growth of a child with short gestation or low birth weight should be carefully followed-up. If the infant or child presents with growth disturbance, its aetiology should be examined. Prematurity as such unlikely accounts for the condition.
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